Introduction: Urgent peritoneal dialysis (PD) is very often the only possible technique for extra-renal dialysis in children in developing countries, mainly due to a lack of adequate hemodialysis equipment.
Introduction
Peritoneal dialysis was widely accepted for the treatment of acute uremia, but its practice has gradually declined in favor of new techniques of extra-renal dialysis including continuous hemodiafiltration [1] , it remains widely used in developing countries because of its low cost and minimal infrastructure requirements. This is especially true for pediatric cases [2] . A renewed interest in acute PD has developed in recent years following several studies comparing the results of this technique versus intermittent hemodialysis and continuous hemodiafiltration in adult AkI [3] [4] [5] and the child [6] [7] [8] [9] [10] [11] [12] , giving back to the acute peritoneal dialysis its titles of nobility and it is all the more true in the pediatric population. This technique of easy access especially in emergency is very suitable for children in multivisral failure including cardiovascular, usable regardless of age or weight, including newborns and premature babies [13, 14] . It brings nephrologists, resuscitators and pediatricians together for the same purpose. It has long been considered the method of choice for children in AKI [15] . It remains in some centers the only saving technique available of extreme urgency [16, 17] .
Patients and Methods
It is a prospective study in a center of adult nephrology in eastern Algeria, spanning four years (January 2015 to January 2018) and thus including 36 children in dialysis emergency, controlled exclusively by the acute PD. The choice of acute PD is based on hemodynamic stability on the one hand, and on the availability of hemodialysis equipment adapted to the age group and weight on the other. Tenckhoff catheter surgery is performed under general anesthesia by a referring pediatric surgeon. We use a Y system (the child stays connected until the bag is used up) in order to avoid the multiplication of manipulations to minimize the risk of infection. 500 IU/bag of heparin and 1 gr/pouch of 3 rd generation cephalosporin are administered in the 2 litre PD bag systematically the first 48 H. We used the manual method (continuous acute PD), with 10 ml/kg/exchange and a stasis of 30 min the first 24 hours, then progressive increase to a maximum of 30 ml/kg/cycle (maximal intra-peritoneal pressure at 10 cmH 2 o) for infants and at 50 ml/kg/cycle (maximum intraperitoneal pressure at 14 cmH 2 o) for children over 2 years of age. This
Protocol complies with the 2014 European guidelines [18] . The maximum volume infused is determined by perceptible every time after a few hours. The mean KT/V was 3.9, influenced by the intra peritoneal VIP volume that appears to be an intra-individual trait (p=0.01), the higher the tolerated VIP is increased the better KT/V (p=0.001), by the age the rate seems better in infants (p=0.02), and by stasis time, KT/V is higher in stases longer than 3 h (p=0.01). The average UF is 3.6 ml/kg/h, influenced by the intraperitoneal volume (VIP), the higher the tolerated VIP is increased the better the UF (p=0.002), the more children over 2 years (p=0.03), and by stasis time, UF is higher in short staples of 30 min (p=0.025). We had only two deaths (5%) following the complications of the initial pathology (septic shock). We did not have any mechanical or infectious complications, the most frequent complication was paradoxically hypokalemia (55% of cases) easily controlled by potassium supplementation of 4 mmol/l of intraperitoneal dialysate. For AKI recovery of renal function was completed in 100% of cases, for cases of end stage CKD the transition to chronic DP and pre-renal transplant assessment is the rule. 
Discussion
Depending on the facilities and skills available, PD, intermittent hemodialysis and haemodiafiltration are currently used for pediatric dialysis emergencies [19] [20] [21] . Hemodiafiltration and hemodialysis require vascular access, equipment, technical skills and financial resources [21] [22] [23] , which limits their use due to unavailability in most African studies [24] [25] [26] , our working conditions are much better in logistics for similar results. PD is a simple technique to master in an undemanding infrastructure that is an effective means of treatment everywhere even in the poorest areas. On the other hand, it requires a qualified medical and paramedical staff motivated and available to achieve the same results as hemodiafiltration and intermittent hemodialysis.
Conclusion
Our results are quite encouraging, the management of dialysis emergencies in children in an adult service is a real challenge, a whole technical platform motivated and available adapted to their care, the DP in emergency in the child is more and more present in our daily life. The originality of this work comes down to the fact that it is the first done in our country. We strongly believe that our experience can serve as an example for other teams of nephrologists who could save many children with DP being used more and more in acute settings in developing countries. 
